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Background: Brucellosis is an anthropo-zoonotic infec-
tious disease caused by various Brucella species. It is 
usually transmitted through contact with infected ani-
mals or consumption of contaminated animal products. 
Brucellosis most commonly affects the musculoskeletal 
and reticuloendothelial system with additional in-
volvement observed in gastrointestinal system, urinary 
tract, reproductive system, central nervous system, and 
cardiovascular system. Skin involvement is extremely 
rare in brucellosis. Here, we report a rare case of Brucel-
la melitensis infection developing in a back wound fol-
lowing a lumbar disc herniation surgery over 14 years 
ago.
Case: A 34-year-old male patient, who had a herniated 
disc surgery 14 years ago, was admitted to the hospital 
with complaints of joint pain, sweating and discharge 
at the surgery site.  Wound culture revealed the pres-
ence of Gram negative cocobacilli which was identified 
as Brucella melitensis. The subsequent diagnostic tests, 

including the Rose-Bengal and Brucella Capture test 
positivity at a titer of 1/320 confirmed the diagnosis.
The patient received six weeks of doxycycline (200 mg/
day, orally) and rifampin (600 mg/day orally) treat-
ment, accompanied by wound care procedures. Daily 
cleaning, sterile dressing, and wound debridement 
were employed. Following treatment, the patient’s con-
dition improved, and wound discharge ceased. Contin-
uous monitoring showed no signs of relapse, achieving 
complete remission.
Conclusion: Brucella spp. should be considered as a po-
tential cause of wound infections developing after sur-
gery or trauma in brucellosis-endemic areas. This re-
port also emphasizes the importance of promptly de-
termining the cause of infection before initiating antibi-
otic treatment.
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SUMMARY

n INTRODUCTION

Brucella genus, an intracellular Gram-negative 
coccobacillus, predominantly utilizes sheep 

and goats as reservoirs, with the species B. meliten-
sis posing the highest risk of human infection. Bru-
cellosis, among the most prevalent zoonotic dis-
eases globally and notably endemic in our region, 
is often transmitted to humans through the con-
sumption of unpasteurized dairy products of in-

fected animals [1, 2]. The clinical presentation of 
brucellosis varies widely, manifesting as a 
non-specific febrile illness that can affect virtually 
any system [3]. Remarkably, brucellosis is associ-
ated with atypical side effects and unusual clinical 
presentations, as documented in various investi-
gations [4, 5]. The reported incidence of skin in-
volvement in brucellosis ranges from 0.4% to 
17.0%. While wound infections are typically at-
tributed to Staphylococcus aureus and Streptococcus 
pyogenes, Brucella melitensis is a rare causative 
agent in such cases [6-8]. 
This case report examines a 34 years old patient 
who initially presented with a wound infection. 
Subsequent analysis of the wound culture re-
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vealed the growth of Brucella melitensis, leading to 
the diagnosis of brucellosis.

n CASE PRESENTATION

A 34-year-old male patient, employed as a live-
stock farmer, underwent lumbar disc herniation 
surgery approximately 14 years before. Recently, 
he presented with a wound infection character-
ized by purulent discharge in the surgical area that 
has persisted for 20 days. The patient did not ben-
efit from various antibiotic treatments adminis-
tered at different centers, including amoxicil-
lin-clavulanate and topical fusidic acid. The pa-
tient was admitted to infectious diseases outpa-
tient clinic with complaints of back pain, and dis-
charge in the operation area (Figure 1). The patient 
also stated that he sometimes complained of fever 
and sweats. A swab sample was collected from the 
purulent discharge for culture, and empiric treat-
ment with ciprofloxacin (500 mg/12 h) and sodi-
um fusidate (topically twice daily) was initiated. 
The sample was inoculated onto sheep blood agar 
(SBA), Eosin Methylen Blue (EMB) agar, and choc-
olate agar media (all from RTA, Turkey) and incu-
bated at 35±2ºC for 72 hours. On the third day of 
incubation, small colonies grew on SBA and choc-
olate agar media. The colonies exhibited positive 
results in catalase, oxidase, and urease tests. Gram 
staining revealed the presence of small Gram-neg-
ative coccobacilli. The automated Vitek 2 Compact 
system (BioMerieux, France) identified the grow-
ing bacteria as Brucella melitensis. The patient was 
recalled to the outpatient clinic and a venous 
blood sample was taken for serological tests. It 
was revealed that the patient had not experienced 
brucellosis symptoms previously, but had been 
suffering from joint pain for the last 1.5 months 
and night sweats in recent days. Agglutination 
was observed in the Rose-Bengal test (Biomedi-
ca-Diagnostic, Canada). The Brucella Capture test 
revealed a positive agglutination at a titer of 1/320 
using the BrucellaCAPT test (Vircell, Spain). A 
contrast-enhanced lumbar MRI (magnetic reso-
nance imaging) revealed no evidence of spondyl-
odiscitis. After being diagnosed with brucellosis, 
the patient’s existing antibiotic treatment was dis-
continued. Subsequently, the patient commenced 
a regimen of doxycycline 100 mg/12 h and ri-
fampicin 600 mg/day. Concurrently, wound de-
bridement and daily changes of sterile, non-adher-

ent dressings were administered. The patient ex-
hibited clinical improvement after six weeks of 
brucellosis treatment, and drainage at the wound 
site ceased (Figure 2). Throughout the treatment 
course, the patient was closely monitored, show-
ing no signs of relapse, and achieving complete 
remission. 

Figure 1 - The wound with purulent discharge in the 
surgical area.

Figure 2 - The wound after medical treatment.
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n DISCUSSION 

Brucellosis, a systemic infection prevalent world-
wide, is also endemic in Turkey [9]. It has the po-
tential to affect any organ or tissue in the human 
body. Notably, skin and soft tissue involvement 
represent unusual features in brucellosis [10]. Con-
sequently, there is a paucity of studies examining 
cutaneous lesions associated with brucellosis. 
The patient’s surgical history and the presence of 
a wound at the surgical site suggested the involve-
ment of pyogenic bacteria which were the most 
common infectious organisms associated with ab-
scess development. This typically includes bacte-
ria such as Staphylococci, Streptococcus pyogenes, or, 
less commonly, atypical Mycobacteria species [8, 11]. 
Due to its non-specific symptoms, brucellosis pa-
tients may be mistakenly diagnosed as having oth-
er bacterial infections [7].
It is widely recognized that Brucella species can en-
ter the body through cuts or abrasions in the skin, 
particularly among livestock farmers and those 
working in abattoirs [3]. This direct inoculation 
and hematogenous invasion of skin or soft tissues 
can lead to various skin infections [7]. While skin 
manifestations of brucellosis are uncommon, they 
have been documented in the early stages of the 
illness [3]. Given the patient’s occupation, it is 
plausible that the infection was contracted through 
the consumption of raw milk or close contact with 
infected animal products. 
Similar to our case, in Iran, Nejadeh et al. reported 
a rare case of Brucella melitensis wound infection. 
The patient had an infected wound on his left leg 
as a result of a traffic accident 13 years before. Re-
markably, the man was engaged in animal hus-
bandry in the town of Pishva, surrounded by agri-
cultural areas in Tehran province, and frequently 
consumed raw dairy products [12]. Another case 
report from Iran revealed two ulcerative abscesses 
due to Brucella abortus in a 40-year-old shepherd’s 
lower left leg [13]. A rare case of a cutaneous ab-
scess due to Brucella melitensis on the left foot of 
a 3-year-old girl was reported by Resendiz-Sanchez 
from Mexico. The authors hypothesized that the 
original skin lesion must have been contaminated 
with infected animal material because the child 
had been drinking unpasteurized milk since age 
1[14]. Regarding our patient, we have no defini-
tive evidence that the wound was the result of di-
rect inoculation with bacteria or drinking contam-

inated unpasteurized milk. Therefore, in brucello-
sis-endemic regions, Brucella species should be 
considered causative agents in wound infections 
developing after trauma or surgery. 
Given its vague symptoms and the requirement 
for advanced culture methods, diagnosing brucel-
losis can be challenging. While blood culture re-
mains the gold standard, serological testing are 
also known to be highly beneficial in the diagnos-
tic process [15]. The Rose Bengal test is often used 
as a screening tool, and positive results are subse-
quently confirmed by serum agglutination testing 
[16]. In the present case, the positivity of both the 
Rose Bengal test and the Brucellacapt agglutina-
tion tests supported the diagnosis. Although der-
matological findings lack specificity in the context 
of brucellosis, diagnostic utility can be derived 
from culture and serological laboratory findings.
To mitigate the risk of future illness complications, 
it is imperative to secure an early diagnosis and 
initiate appropriate treatment promptly. The man-
agement of wound infections induced by brucello-
sis is contingent upon rigorous wound care prac-
tices. Furthermore, it is crucial to consistently 
cleanse and dress wounds to prevent the accumu-
lation of pus and other infectious materials [17]. 
The wound care of the present case was performed 
appropriately.

n CONCLUSIONS

It is crucial to extend the incubation period in 
wound culture evaluations to at least three days to 
detect fastidious bacteria effectively. It should be 
noted that fastidious microorganisms, such as Bru-
cella species may infrequently be implicated in 
wound infections. Brucella related infections should 
be considered in patients who do not respond to 
antibiotic therapy and show no growth in previous 
cultures particularly in brusellosis-endemic areas. 
In cases of brucellosis-related wound infections, 
standard brucellosis treatment accompanied by 
wound debridement and daily sterile dressing are 
recommmended.
This case report presents an atypical manifestation 
of wound infection caused by Brucella melitensis 
and highlights the important role of wound cul-
ture in the diagnosis of the disease. Early detec-
tion, timely diagnosis, and appropriate wound 
care can mitigate complications and expedite re-
covery.
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